Anomia and mild headache: a subtle presentation of cerebral venous thrombosis
Introduction
Headache is a common chief complaint in the emergency department (ED) accounting for up to 4 percent of ED visits. 1 The causes of headache range from benign conditions to medical emergencies requir ing prompt inter vention. Some exper ts recommend that patients presenting to the ED with headache and abnormal findings in a neurologic examination, such as focal deficit, altered mental status and altered cognitive function, should undergo emergent non-contrast computed tomography (CT) scan of the brain. 2 A n o m i a ( a n o m i c a p h a s i a ) i s a n u n c o m m o n presentation to the ED. It is characterised by inability to recall words or names. Its aetiology includes a multitude of acute and chronic disorders such as delirium, aphasic stroke, encephalitis, head injury, major depression and psychosis. 
Case history
A 52-year-old Indian woman with a history of cervical spondylosis presented to the ED complaining of mild headache of gradual onset for the past three days. On the third day, she started to develop anomic aphasia, which progressed to expressive aphasia. She had no other complaints. There was no evidence of head trauma.
Her triage parameters were heart rate 95 beats per minute, blood pressure 153/86 mmHg, respiratory rate 17 breaths per minute, temperature 37.0 degrees Celsius and oxygen saturation 99% on room air. She was able to nod and shake her head to polar questions but was unable to articulate words. There were no signs of meningismus or sinusitis. Cranial nerve examination was normal. There was full power and normal reflexes on testing of all four limbs. Plantar reflexes were downgoing bilaterally. No cerebellar signs were elicited. Her gait was normal. The rest of her examination was unremarkable. 
Clinical course
After discussion with the neurologist and neurosurgeon on duty, anti-coagulation therapy was instituted. Intravenous bolus of 4000 units of unfractionated heparin followed by an infusion 15 mg/kg/hour was administered in the ED and continued in the neurology high dependency unit.
A thrombophilia screen was performed for the patient, which showed marginally low levels of protein C activity of 64% (expected range 70-130%), protein S activity of 50% (expected range 55-140%) and antithrombin III level of 62% (expected range 80-120%). Ot her t est s were n ega tive for s yst emic lup us erythematosus (complements 3 and 4, anti-ds-DNA and lupus anticoagulant), rheumatoid factor, homocysteine and anti-cardiolipin antibodies. The patient was subsequently started on subcutaneous low molecular weight heparin (fraxiparine) and warfarin. She improved clinically with medical and speech therapies. After nine days, she was discharged with mild residual anomia. Life-long warfarin therapy was advised.
Discussion
Thrombosis of the intracranial veins and sinuses or cerebral venous thrombosis (CVT) is rare and affects 5 people per million and accounts for 0.5 percent of all strokes. 4 Due to the diversity of clinical symptoms and signs, the diagnosis of CVT is often delayed or overlooked completely. Although headache is the most frequent symptom of cerebral venous thrombosis, it is not specific for the disease. CVT is much more c ommo n in f ema les th an males in a r at io o f approximately 3 to 1. Unilateral hemispheric symptoms, for example hemiparesis or aphasia is characteristic of CVT but is rarely seen. To my knowledge, there has been no previous reported case of anomia as a symptom of CVT. A recent study suggests that damage in the left parietal lobe could be the focal point of anomic aphasia. 6 The findings of that study are consistent with the localisation of symptoms in this patient.
The causes of the cerebral venous thrombosis include risk factors for deep vein thrombosis, genetic and acquired prothrombotic disorders, oncologic and haematologic diseases, inflammator y diseases, infections to the surrounding tissue, drugs like oral contraceptives and mechanical causes such as trauma to the head. In about 30 percent of patients, the specific cause is not identified. 7 This patient had low levels of protein C, protein S and anti-thrombin III levels, which could have predisposed her to increased thrombogenesis.
Based on data from the International Study on Cerebral Vein and Dural Sinus Thrombosis, the most frequent site of thrombosis is at the transverse sinus (86 percent) followed by the superior sagittal sinus (62 percent). 5 Most patients have thromboses that occur in more than one sinus as seen in this patient where the thrombus extended to the sigmoid sinus and internal jugular vein.
CVT remains a diagnostic challenge and is often not considered in non-contrast CT scans of the brain showing haemorrhages in the brain parenchyma. The impor tance of recognising CVT is cr ucial, as management includes treatment of the underlying condition, anti-thrombotic therapy, symptomatic treatment and the prevention or treatment of complications. 8 Treating the haemorrhage with n eu ro s u r g ic a l in t er ven t io n s wo u l d lea d t o a catastrophic outcome. Diagnostic delay has been associated with an increased risk of poor outcome. 9 Non-contrast CT scan of the brain remains the modality of choice in most EDs worldwide. Alone, it is usually insufficient to diagnose CVT, but direct signs such as the presence of hyper-attenuated sinuses (cord sign) or veins (attenuated vein sign) and indirect signs such as parenchymal oedema and haemorrhage are helpful in assisting diagnosis. 10 Magnetic resonance imaging venography is the gold standard by which the diagnosis should be made in centres with such a facility.
Conclusion
Cerebral venous thrombosis may present subtly to the ED. With early recognition and treatment, patients with CVT may have good prognosis.
